Angina in patients with stable coronary artery disease has a prevalence in the order of 58%, and influences quality of life as well as being associated with a yearly mortality rate between 1.2% and 2.4%. 1 The yearly rate of non-fatal myocardial infarction varies between 0.6% reported in the Second Randomized Intervention Treatment of Angina (RITA-2) 2 trial, and 2.7% in the Clinical Outcomes Utilizing Revascularization and Aggressive Drug Evaluation (COURAGE) 3 trial. Besides less common conditions, such as micro-vascular pathology, hypertrophic cardiomyopathy or aortic valve disorders, stable angina is characteristically secondary to epicardial coronary arteries disease. Multivessels coronary artery disease (MVCAD), is conventionally define as a stenosis of >50% affecting more than one epicardial vessel, is diagnosed in 40-60% of the patients undergoing coronary angiogram and is associated with a worst prognosis than single vessel disease. 4 Notwithstanding these data, both the extent of revascularization and the technique to achieve it, coronary artery bypass grafting (CABG) or percutaneous coronary intervention (PCI), are still unsettled. The goal of complete coronary revascularization (CR) has been explored for over 25 years in patients undergoing CABG. Coronary Artery Surgery Study (CASS) registry demonstrated that patients with MVCAD receiving three or more bypasses had a better survival than patients receiving only one or two. 5 The CR concept has been successively extended to PCI. Nonetheless solid evidences, from randomized clinical trials (RCTs), proving the superiority of CR over incomplete revascularization (IR) are lacking. The available data derive from observational studies, subgroups analysis and post hoc of RCT and metaanalyses. The mode of revascularization (CABG vs. PCI) is not only dependent on the anatomical characteristics of the lesion [high SYNTAX (SYNergy between PCI with TAXUS and Cardiac Surgery) score, tortuosity, calcification, bifurcation lesions, and vessel diameter], but also relate to the patients comorbidities (frailty, renal insufficiency, and diabetes). 6 The occurrence of IR could then represent a marker of complexity, thus identifying high-risk patients. Accordingly the characteristics of patients enrolled in clinical trial represent an important confounding factor, shaping the data in favour of CR by selecting healthier patients when compared with the ones encountered in daily clinical practice. Furthermore, there is no general consensus as to the definition of CR. An adequate revascularization should be defined not only by the severity of the stenosis or the diameter of the vessel, but also in keeping with its ischaemic significance and the 'viability' of the myocardium served by the vessel. On the other hand 'anatomically complete revascularization' and 'functionally adequate revascularization' are not always synonyms, where the first refers to revascularization of all angiographically significant lesions, and the latter to revascularization of all lesions serving ischaemic but viable myocardium, or associated with a significantly ischaemic fractional flow reserve (FFR). The difference between anatomical and functional revascularization is particularly relevant when considering patients with documented myocardial necrosis, in whom the 'viable' myocardium should be served by coronary arteries with significant stenoses. According to the most common definition, anatomical CR is intended as the treatment of all coronary segments >1.5 mm in diameter and with 50% stenosis irrespective of the viability of the territory supplied; adequate functional revascularization, on the other hand, requires that the same lesions supply viable myocardium (myocardium-specific) or have <0.80 FFR (lesion-specific). IR occurs ever more frequently, reflecting a change in the patients population with chronic ischaemic cardiomyopathy, nowadays including older patients, with multiple comorbidities and with complex coronary lesions. Lacking dedicated clinical trials, the vast majority of the data are derived from registries and studies on CABG or PCI, providing contrasting results with the post hoc analyses which, at times, are also of difficult interpretation, mostly because the absence of uniform definition of IR. Regardless the type of revascularization, IR significantly impact on prognosis and the occurrence of major adverse cardiovascular events, which appear to be related to the presence of inducible ischaemia and myocardial viability. Medical therapy directed at angina control and prevention of ischaemic events has a significant role. Recent anti-angina medications, ranolazine and ivabradine, are very useful for patients in whom control of angina and improved quality of life are important therapeutic goals, regardless the long term effects on prognosis. The choice of the type of revascularization, and its strategy, should follow a careful analysis of the patient, his/her clinical history and comorbidities.
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